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rating, in a new light. I have no doubt many of us have felt that these two 
occurrences have been due, perhaps, to want of vigilance or skill in the man¬ 
agement of the third stage. The retro-placental clot has no function in sepa¬ 
rating the placenta, but it and the occasional gush should be regarded as 
salutary, as getting rid of that extra bulk of blood, which, if returned to the 
systemic circulation, might embarrass cardiac action, even in a healthy woman. 
I do not wish to seem to think lightly of hemorrhage, or even to hint that one 
is not to be most careful in attending to the third stage; I only state what I 
feel now, that in a normal case the blood-clot in the placenta and membranes, 
or the teacupful of blood lost in a single gush, is really better out of the 
patient's systemic circulation and heart."— Edinburgh Medical Journal , Feb¬ 
ruary, 1888. 
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Ergotin Injections. 

Engle siann {Centralblatl fur Qynakologie, January 7, 1888) criticises a 
recent article by Bumm on this subject, in which the latter objects to the use 
of hypodermatic injections of ergotin, on the ground that they are painful 
and give rise to inflammatory nodules. Bumm attributed the local irritation 
to the fact that the preparations were poor, that the solutions used were too 
concentrated, and that the abdominal wall was chosen as the site of the in¬ 
jections ; he, accordingly, preferred to use a neutral solution (one to five or 
ten), and to introduce the needle deeply into the glutei muscles. Englemnnn 
thinks that the site of the injection is of no consequence—although he avoids 
the abdominal wall—and that, so long as the solution is perfectly fresh, its 
reaction or degree of concentration is a matter of indifference. The local 
irritation is due entirely to the decomposition of the ergotin, which is not 
prevented by the addition of antifermeutatives. If the solution is freshly pre¬ 
pared (the physician is recommended to prepare his own each time) no pain 
attends the injection; Englcmann has injected a fifty per cent, solution with¬ 
out unpleasant effects. In the treatment of fibro-myomata, it is preferable to 
use weak solutions, since the action of the drug is then more gradual and 
continuous. In proof of his statements, the writer adds that he has several 
patients who have been receiving injections of ergotin for yesis, without 
having experienced any bad results. Patients can readily learn to administer 
injections to themselves. 

The Elastic Ligature in Myotomy and in Sutra-vaginal 
Amputation. 

Kuhn ( Centralblatt fur Qyndlologie, January 7,1888) argues in favor of the 
intra-peritoneal method of treating the stump. Even those who practise the 
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extra-peritoneal method (notably Keith and Kaltenbach) admit that the 
former ia the ideal one. Kuhn showed, at a meeting of the Aerztl. Central- 
verein in 188C, a stump removed from a patient who died on the ninth day 
after supra-vaginal amputation, in which the elastic ligature was entirely 
buried by plastic lymph, the stump itself appearing as healthy as when it 
was first returned to the peritoneal cavity. He reported six cases, with only 
one death—from intestinal obstruction on the ninth day. 

His technique is as follows: The rubber ligature consists of two tubes, three 
and one-half and six millimeters in diameter, which are joined together (one 
within the other?) and are previously soaked for two days in a five per 
cent, solution of carbolic acid. This cord iB passed twice around the base of 
the tumor, and is tied in two knots. The stump is sutured with catgut. If 
the uterine cavity is opened, the cervical mucous membrane is excised in a 
funnel-shaped mass, so that the mucosa that remains will lie below the level 
of the constriction. The stump is thoroughly disinfected with a solution of 
bichloride, one to one thousand. The entire operation is conducted under 
the carbolic spray. 

The same method is applicable to the removal of subperitoneal fibre-myo¬ 
mata with broad bases, the rubber ligature being applied and dropped back 
into the cavity with the uterus; the stump is Bewed with catgut as before. 

The Operative Treatment of Retroflexion*. 

Sanger (second part of paper in Centralblatt fur Gynakologic, January 21, 
1888) continues his valuable article on this subject by detailing seven cases 
in which he performed “ventro-fixation;” in five of these the appendages 
were previously removed. He quotes from Hegar, who believes that castra¬ 
tion for the relief of pain is of doubtful value when the uterus is retroflexed 
and adherent, because of pressure on the nerves at the point of flexion, a3 
well as the resulting structural changes in the uterine wall. Sanger would 
advise fixation of the uterus to the abdominal wall in every case of permanent 
retrodisplacement, with or without fixation, in which severe backache, hemor¬ 
rhage, uterine colic, and painful defecation were present. A retro-displaced and 
movable uterus might give rise to more marked symptoms than one that was 
adherent. Veutro-fixation of a movable uterus is, he thinks, “ an eminently 
conservative operation.” He prefers Olshausen’s method of attaching both 
cornua, using two or three silkworm gut sutures on each side. The dangers 
incurred in this operation are few. Intestinal obstruction can rarely occur, 
because there is such a small space between the uterus and the empty bladder 
that the gut can not be caught in it; when the latter viscus is full the contact 
is still more intimate. There is but little danger of wounding the inferior 
epigastric artery, as the sutures are passed internal to it 

The author admitted that the ideal method of ventro-fixation is yet to be 
devised; it is desirable that the uterus should be freely movable, as well as 
auteverted, but at the same time its attachment to the abdominal wall must 
be permanent. With Olshausen’s method there is less to be feared from the 
subsequent occurrence of pregnancy than with any other operation, since the 
points of attachment are in the ligaments of the uterus, rather than in the 
organ itself, and the former can be stretched indefinitely. 
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The principal objection to be urged against the operation is that it is 
necessary to perform laparotomy, but with modern antisepsis the dangers have 
been greatly diminished. No fatal cases of ventro-fixation have yet been 
reported. 

Caneva’s (Sims’s?) suggestion to attach the uterus without opening the 
abdomen is to be condemned, since it involves the risk of puncturing a 
loop of intestine- Other plans have been proposed, Buch as shortening the 
utero-sacral ligaments [practised by Byford—E d.], or anteverting the uterus 
and attaching it to the vagina, the anterior fornix being previously opened. 
Klotz’s method of keeping the uterUB in place by means of a drainage tube be 
did not favor. There is danger of intestinal adhesions. If the uterus is 
firmly attached to the anterior abdominal wall in the manner recommended 
by Olshausen drainage is unnecessary. It is advisable for the patient to wear 
a pessary for two or three weeks after the operation until the wound has healed 
perfectly. 

The Operative Treatment of Retroflexion with Fixation. 

Klotz, of Dresden {Centralblalt fur Gynakologie, February 4,1888) replying 
to Sanger’s criticism of his plan of operating, admits that Olshausen’s method 
is a good one, but does not believe that every uterus can be fixed in this way. 
The writer was loath to adopt the open method, but he found that in no other 
way could he obtain the “ intra-peritoneal support” necessary for permanent 
fixation. He did not believe that the uterus, secured according to OlBhausen's 
plan, remains in position after the pessary is removed. The larger the ab¬ 
dominal wound, and the greater the shortening of the ligaments, the sooner 
is the uterus drawn backward to its former position. This is prevented 
by retraction of the cicatrix in Douglas's pouch. Even in supra-vaginal 
amputation, where the trunk is treated extra-peritoneally, it is not perma¬ 
nently adherent to the abdominal wall. 

In seventeen cases in which he had used a drainage tube there had been 
no symptoms of intestinal adhesions. On the contrary, he was sure that in 
hia cases more than two-thirds of the posterior surface of the uterus ivos free 
from new adhesions, the uterus being separated from the sacrum only by the 
“intra-peritoneal support,” or cicatricial band formed by the drainage tube. 
The use of the tube led to a thickening of the posterior uterine wall—espe¬ 
cially at the point of flexion—by the deposition of plastic lymph, which also 
served to draw the cervix backward. He acknowledged frankly that he had 
not been able to verify his theory by observation at the post-mortem table. 

Sanger, in reply to the above ( Centralblalt, February 18,1888), calls atten¬ 
tion to the fact that the anccess of Klotz’s method seems to depend rather 
upon backward traction on the cervix than on fixation of the fundus ante¬ 
riorly. Klotz himself admits that drainage is a necessary evil. As regards 
intestinal adhesions, Sanger is sure that they must be present. It was evident 
that Klotz must rely upon the adhesion between the uterus and surrounding 
organs for its permanent fixation; under these circumstances the statement 
that “two-thirds of the uterus was free from new adhesions” seemed rather 
peculiar, when Klotz objected to Olshauaen’s method because the range of 
mobility of the uterus was so limited, he was inconsistent in that by his own 
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method he aimed at fixing the organ solidly by means of the surrounding 
adhesions. 

[We have introduced this controversy because of the important principles 
involved, as well as to call attention to the correspondence between Sanger’s 
criticism of Kioto's method and the comment which we made upon it in the 
March number of the JOURNAL.—Ed.] 

The Pathological Anatomy of Catarrhal Salpingitis. 

Chiari {Zeitachrift fur Seilkttnde, Bd. viii.) calls attention to the minute 
structure of the hard nodules sometimes found at the uterine end of a Fallo¬ 
pian tube that has undergone pathological changes in consequence of former 
salpingitis. These nodules vary in size from a pea to a bean, and are dis¬ 
tinguished macroscopically by their pale color and firm fibrous structure, so 
that they have been described erroneously os true neoplasms (fibroma or 
fibromyoma). 

On careful examination of sections made through these bodies, it is evident 
that they are due simply to localized hypertrophy of the muscular layers of 
the tube, the enlargement being concentric. Within these nodules are seen 
numerous Bpaces, lined with cylindrical epithelium, resting upon a stratum, of 
connective tissue. These cystic spaces are formed by ingrowths from the 
mucosa, and contain serous (sometimes purulent) fluid. In seven cases in 
which the writer studied the nodules he found that the latter were always 
formed by localized hyperplasia and hypertrophy of the muscularis, the re¬ 
mainder of the tube showing evidences of chronic catarrh (hypertrophy). The 
invariable presence of the nodules at the uterine end of the tube is possibly 
due to the narrowness of the lumen at this point, so that when the mucosa 
becomes swollen in consequence of inflammation the obstruction is almost 
complete; hence the (compensatory) hypertrophy of the muscular coat. 

[The reader will note that the condition described is similar to the general 
hypertrophy of the muscularis noted by Kaltenbach, who gives a similar 
explanation of its occurrence. Mundfi has suggested the term “ pachysal¬ 
pingitis.”—E d.] 

The Development of the Perineum and its Significance in 
Connection with Certain Malformations. 

Reichel {Zeitachrift fur Gcb. u. Gyn., xiv. i.) discovered in a sterile married 
woman, twenty-five years of age, a fistula between the rectum and the vulvo¬ 
vaginal orifice just below the hymen. The labia and anus were normal, but 
the perineum was short. As the patient said that feces had escaped into the 
vagina only since marriage, it was at first supposed that the perforation had 
been produced during coitus, but on careful examination the recto-vaginal 
septum below the hymen was found to be so thick that this theory was not 
tenable. 

From the shortness of the perineum and the height of the vestibule, Reichel 
inferred that there existed a congenital malformation, the small preeexisting 
fistula being dilated or torn by coitus. Such a malformation cannot be ex¬ 
plained by the ordinary theory that the perineum is formed by the dipping 
down of Douglas's septum. 
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From his embryological studies, the writer was led to concur with the 
opinion expressed by Rathke, in 1830, that the perineum is formed by the 
union, in the median line, of projections from the sides of the cloaca; the 
anal folds, rising simultaneously behind the cloaca, blend with the posterior 
genital folds below, and the septum of Douglas above, to form the anal portion 
of the rectum. 

In the case reported Reichel thinks that the union between these folds and 
the perineum was imperfect, owing to a deficiency in the septum. 

Tubo-ovarian Cysts. 

Griffiths {Tram. London Obsfct. Society, vol. xxix.) concludes an elaborate 
paper on this subject with the following deductions: 

1. The dilatation of the tube and the formation of the ovarian cyst are 
secondary, not primary, factors in the formation of tubo-ovarian cyBts. 

2. The union of the tube and ovary is physiological, perhaps accidental. 

3. The persistent cohesion is due to a subsequent inflammatory process. 

4. The communication between the tube and the cyst is usually either 

primary, or it occurs early in the growth of the cyst. 

In discussing this paper Doran called attention to the fact that the fimbriie 
really had little or nothing to do with the adhesion of the tubes to the ovary, 
since they early retracted into the ostium after the tube became dilated, the 
ostium then being sealed up by either localized perimetritis, or exudation from 
the mucous surface of the fimbriie. He believed that the tube and ovary 
became fused together after they had both, in consequence of chronic inflam¬ 
mation, become thin-walled cysts; the septum between these two cysts was 
then broken-down, in the same manner as the septa between adjacent loculi 
in a multilocular cystoma. Only one authentic instance of congenital origin 
of a tubo-ovarian cyst is recorded. It is rare that the fimbriated extremity of 
the tube becomes adherent to a preexisting cyst on the surface of the ovary, 
the cyst-wall subsequently rupturing, so that a communication is established 
between its cavity and the lumen of the tube. 

Epispadias in the Female. 

Dohrn ( Zcitschrift fur Ocb. u. Gyn Bd.xii.) examined a eeivant, eighteen 
years of age, in whom the upper half of the nymphte, the clitoris, and the 
prepuce were cleft, the mouth of the urethra being represented by a gaping, 
funnel-shaped opening at the commissure, through which a catheter was passed 
to a distance of three centimetres, entering the bladder; there was no sphincter 
vesicie. The perineum was five centimetres in breadth. A triangular surface 
was denuded, having its apex at the mons, its lower angles corresponding to 
both halves of the clitoris. The opposite edges were sutured, when the meatus 
was brought down to its normal position below the clitoris. The patient 
could hold her water much longer after the operation than before. 

Dohrn explained this malformation by supposing that the perineum 
developed prematurely, the sinus urogmitatis being pressed upward. This 
must have occurred at that period of embryonic life when the thin septum 
begins to form between the opening of the rectum and the «mu* urogenUcdis, 
which gradually develops into the perineum. 



GYNECOLOGY. 


437 


Retention of Menses in a Double Uterus, causing Rupture. 

Jeannel (Bull, d Memoira dt la Soc. de Chirurgie cIt Paris , p. 305, 1887) 
reports the case of a married woman, aged twenty-six, who bad never menstru¬ 
ated, although for several years she had had severe hypogastric pains every 
month. Jeannel made the diagnosis of double uterus, the left uterus being 
distended with menstrual blood, while the right (which communicated with 
the vagina by a small cervical opening) was compressed and atrophied. The 
external genitals were imperfectly developed. 

On exposing the fornix vagims a projection was seen corresponding to the 
distended uterus; this was punctured, 100 grammes of chocolate colored 
fluid being withdrawn; a crucial incision was then made, and the cavity was 
washed out, a number of clots being removed. The patient collapsed, and 
died soon after being placed in bed. At the autopsy it was found that the 
left uterus had ruptured at several points, the blood having escaped into the 
peritoneal cavity; this hiematocelc had been opened, and its contents evacu¬ 
ated. The right uterns communicated with the vagina by the cervix before 
mentioned. The tumor and all the pelvic organs were fused together into an 
inextricable mass, so that laparo-hysterectomy would have been out of the 
question. The writer concludes that when, after puncturing such a tumor 
per vaginam, the sac is found to contain blood-clots, it is better not to make a 
free incision and turn these out, since it involves too great a risk to the patient 
from the resulting shock. 

The Histology and Pathology of Skene’s Urethral Glands. 

Van Colt (Broohlyn Medical Journal, February, 1888) contributes some 
observations on the histology of Skene’s glands, which he describes as race¬ 
mose glands lying just beneath the mucosa and surrounded by dilated veins 
and arterioles. They resemble, in minute structure, the urethra, since they 
possess no Bubmucosa. Their mucous lining consists of three rows of epithe¬ 
lial cells, the superficial layer being of the columnar variety with distinct 
nuclei, the next layer consisting of spindle-shaped cells, and the deepest of 
round cells with large granular nuclei. At the mouth of the gland the epi¬ 
thelium passes over into the squamouB type. The secretion of the lining 
mucosa is a viscid mucus which, according to the writer, not only acts as a 
lubricant, but “ helps to seal up the urethral orifice, preventing the entrance 
of air into the bladder" (?). 

The pathological conditions which may exist are diminution of the normal 
secretion, with resulting inflammation at the meatus, or excess of the same. 
Acute inflammation may lead to stenosis and cyBtic enlargement of the gland. 
Gonorrhoeal poison may harbor here, leading to obstinate inflammation., 

The writer quotes at length Skene’s original description of the clinical 
symptoms and treatment. 

A Rare Anomaly' of the Hymen. 

Krybinski (GazeUi lakartka, Bd. viii. No. 2,1888; Rundschau, February 
15, 1888) describes a case in which the hymen had, at its lower lateral border, 
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a small opening which only admitted a sound fifteen millimetres in diameter. 
At the upper part of the hymen there was a large projection that looked at 
first like the urethral opening, but on careful examination was found to be a 
circumscribed reduplication of the hymen, there being a Bort of pocket like 
one of the semilunar valves of the aorta. In the anterior wall of the pocket 
there was a linear slit. The meatus urinarius was situated in the anterior 
vaginal wall, about two and one-half or three centimetres behind the hymen; 
the urine escaped through the aperture in the hymen before mentioned. 

Irregular Sub-vaginal Amputation of the Qervix for 
Epithelioma. 

Richelot (Union Mldicale, No. 10, 1888), under this high-sounding term, 
refers to removal of a portion of the cervix uteri in cases of advanced epithe¬ 
lioma. If the disease is limited to the cervix, vaginal extirpation is the opera¬ 
tion par excellence, since simple amputation might fail to remove all the 
affected tissue. When the periuterine tissues are invaded total extirpation is 
not to be thought of. In order to relieve the hemorrhage and fetid dis¬ 
charge, as much of the disease as possible should be removed with the scis¬ 
sors and sharp spoon. 

[We have referred briefly to this paper in order to protest against the mul¬ 
tiplication of articles on this subject. Nothing is gained by inventing new 
names for old operations. All that has ever been written on the operative 
treatment of cancer of the uterus may be summed up in a few words—if the 
disease has not extended too far, remove as much of it as possible, by scrap¬ 
ing, amputation, or total extirpation, according to the indications in the indi¬ 
vidual case.— Ed.] 

Latent and Chronic Gonorrhcea in the Female. 

Noeggerath [Deutsche med. Woch., No. 49, 1887) concludes a recent 
paper on this subject with an enumeration of the signs by which chronic 
gonorrhoea may be recognized. These are, he asserts: 

1. A woman, previously healthy, is attacked with pelvic troubles soon after 
marriage, her general health frequently suffering to an extent not explicable 
by the slight changes observed in the sexual organs. 

2. She has a purulent discharge, not depending upon the presence of an 
existing erosion, sarcoma, or carcinoma; or there may be a scanty glairy dis¬ 
charge from the bright red, eroded cervix. 

3. There is a catarrh of the ducts of the vulvo-vaginal glands. 

4. Small acuminated condylomata are seen around the vaginal outlet; 
there may be a ring of them just above the anal orifice. 

5. Granular vaginitis is present. 

6. Evidences of peri-salpingitis or ovaritis, the latter being of the glandular 
variety. It is important, the writer adds, that several or all of these symp¬ 
toms should be combined; a single one has no diagnostic value. 



